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9,10 The degree of stenosis was assessed by a combination of velocity compared with angiography for both symptomatic and asymptomatic carotid disease.
1 Duplex scanning (peak systolic velocity: PSV >2 m/s and PSVic/PSVcc >3.2) and morphological B-mode criteria (the greatest also showed a better correlation (r=80, p<0.001) with ex vivo atheroma measurements than angiography (r= reduction in area or diameter on multiple longitudinaland cross-section scans with continuous EEG perioperative monitoring, sys-B, respectively, 24 (26%), 22 (24%) patients presented non-hemispheric symptoms, and 45 (46%) and 51 (5%) temic heparinisation, and routine insertion of a PruittInahara shunt and the routine closure of the ar-patients were asymptomatic (n.s.).
Preoperative cerebral CT revealed significant lesions teriotomy with a PTFE patch.
12,13
Where there was a significant kinking of the internal in five (5%) and seven (8%) patients in group A and B, respectively. carotid artery excision of the internal carotid artery, eversion endarterectomy and proximal reanastomosis In either group, 85 patients underwent standard carotid endarterectomy and PTFE patch. An eversion on the homolateral common carotid artery was performed.
14 endarterectomy of the internal carotid artery and proximal reanastomosis was performed on 11 patients of Total clamp time, the presence of EEG alterations after clamping, the recovery of EEG alterations after group A and five (6%) patients of group B (n.s.). No stroke and mortality was observed after IADSA. In shunt insertion, the total shunt time, and the length of the second clamp time from extraction of the shunt to group A, RNCR was 1%. One asymptomatic patient suffered from a major stroke: a monoparesis of the completion of the suture were recorded. Neurological examination was performed upon awakening, every upper controlateral limb, partially regressed during the hospital stay. 3 h during the first postoperative day, daily until discharge and finally at day 30 after surgery. Study endIn group B, RNCR was 3.3%. One asymtomatic patient died as a result of massive cerebral infarct in points were disabling and fatal stroke, non-disabling stroke, TIA, and non-cerebrovascular mortality from the contralateral hemisphere (with negative pre-and postoperative CCDS of the controlateral carotid artery the day of randomisation until day 30 after surgery. Results are presented as mean, incidence rate and 95% and no complications on the operated side) and two symptomatic patients suffered from a major homoconfidence interval (CI). A local ethical committee approved the trial protocol according to national laws. lateral stroke upon awakening, documented by serial postoperative CT scans (Table 2) . No minor stroke was observed in both groups. No postoperative TIA was documented in group A and 3 (3.3%) in group B.
Results
Mortality due to noncerebrovascular causes was absent in both groups. CCDS exclusion criteria were met in 14 patients: four subclavian artery stenosis, four contralateral carotid occlusion, one associated proximal lesion, two associated distal lesion (tandem lesion) and three presented heavy calcification. Nine patients refused to Discussion enter the protocol, and 185 patients were excluded because they had IADSA or MR angiography prior to Some authors advocated the use of CCDS alone prior to CEA, 1-8 because IADSA entails risk, 8,10,16 because it admission.
One hundred and eighty-six patients were ran-does not provide haemodynamic or morphological information about the plaque, and is aggressive. domized to group A (96 patients) and B (90 patients). The mean age was 71 (range: 59-85) years in group Others believe that there is still no reliable alternative to IADSA because CCDS does not provide information A, and 73 (range 56-84) years in group B (Table 1) . In group A, IADSA always confirmed the CCDS findings. about the supraortic vessels, or the intracranial circulation. At admission, 27 (28%) and 17 (19%) patients presented with hemispheric symptoms in group A and However, associated proximal and distal lesions 
